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Background
Most mental health service users say they would like to work (Se-SURG 2006) . In the UK, mental health services are directed by government guidance to support service users in finding desired paid work (DH 2009, DH 2011) and  voluntary work or education (DH 2006) . Trials of supported employment suggest about 60% of those motivated to find work can be helped into paid employment (Crowther et al. 2001 , Burns et al. 2007 , Bond et al. 2008 ).
However, paid work is unlikely to be achievable for all (Strickler et al. 2009 ). Evidence regarding associations between employment and symptom severity or other clinical characteristics is more equivocal (Marwaha and Johnson 2004 , Catty et al. 2008 , Campbell et al. 2010 . Definitions of employment however are inconsistent between studies, which often exclude part-time or unpaid work from reported outcomes. A significant gap in the literature is regarding the extent to which service users are doing unpaid vocational activity (voluntary work, training or study) and how far they resemble those in paid work. Establishing and comparing the factors associated with these different types of work in those with mental health problems may be important in understanding barriers to vocational activity, vocational pathways for service users and any inequities in access to paid and unpaid work.
This study describes all vocational activity in a sample of Community Mental Health Team (CMHT) service users. It aims to address a gap in knowledge by identifying and comparing factors independently associated with being in paid and unpaid vocational activity, rather than no vocational activity.
Methods
Setting: Data were collected from seven Community Mental Health Teams, each being the main secondary mental health service within its catchment area for adults with severe and enduring mental health problems. The services were located in two ethnically diverse, inner London boroughs within a single overall management structure (a National Health Service Mental Health Trust). Although containing some areas of considerable affluence, both boroughs have high levels of deprivation, falling within the most deprived quartile for employment and overall deprivation in the most recent UK government tally (Dept. Communities and Local Government 2010).
Nationally, 72.5% of the working age population were in paid employment, with an unemployment rate of 7.9% at the time that data collection for this study occurred (Office for National Statistics 2009).
The mental health services services in our study did not offer a supported employment service providing high-fidelity Individual Placement and Support, the most evidence-based form of vocational help (Bond et al. 2008) . A variety of forms of employment support were available to service users, including voluntary sector employment support services, a Clubhouse sheltered employment service and disability advisors within government employment agencies or associated services.
Sample: Data presented in this paper were collected at the baseline stage of an ongoing implementation study of a supported employment programme.
Ethical and local approvals were obtained to collect anonymised data about service users' characteristics and vocational status without seeking their consent, allowing data for a complete cohort of service users to be obtained.
We sought information regarding all service users who had an allocated mental health professional in the team acting as their care coordinator, reflecting a perceived need for a higher level of care and support than can be provided through occasional appointments with an out-patient psychiatrist.
Procedures: Data for participants' characteristics and work status at a set baseline date were collected six months retrospectively in each team by researchers. The baseline date for all teams was within the latter half of 2009.Three data sources were used: a) electronic patient records; b) interviews with care coordinators within the participating teams; c) interviews and reference to case records of employment specialists working within the teams (in the five teams in which a dedicated employment service was provided). In the event of conflicting data, the care coordinator was asked to confirm the information. Care coordinators typicaly saw service users every one to three weeks, with their daily activities a common focus for these contacts.
Measures: Participants' work status was coded as: a) in open market employment; b) in paid, sheltered work, c) in non-sheltered, Permitted Work (a UK scheme, similar to those in a number of northern European countries, whereby people with mental or physical disabilities can be paid for working limited hours while retaining welfare benefits (DWP 2010)); d) doing unpaid voluntary work; e) in education or training; or f) not in any vocational activity.
For people recorded as doing any vocational activity, additional information was sought regarding hours worked or studied per week, the job or course title, place of work or study and a brief description of the nature of vocational activity. are reported fully in Table 1 . The nature of unpaid vocational activity undertaken is shown in Table 3 . The range of occupations for people in voluntary work was comparatively narrow, with over two thirds (69.8%) involved in retail or administrative occupations, commonly working in not-for-profit shops. A minority of those in education or training were involved in training for a specific occupation (31.8%) or for an academic or professional qualification (38.5%). The most common types of education undertaken were English language or basic computer skills classes. were independently associated with being in paid work and with doing other vocational activity, compared to doing no vocational activity. Having ever sustained paid work for at least a year, not living in supported accommodation and having a diagnosis of bipolar disorder were also associated with doing paid work. People doing unpaid vocational activity were less likely than those doing no activity to have had a hospital admission in the last six months and to have a severe drug or alcohol problem. were not engaged in any vocational activity.
Discussion

Main findings
Rates of vocational activity: Despite our broad definition of paid work, in our study the proportion of service users in paid employment (5.5%) was at the low end of the range of 4%-27% suggested previously (Marwaha and
Johnson 2004) and similar to figures from a study of service users with a diagnosis of schizophrenia from the same catchment area conducted eight years previously (Marwaha et al. 2007 ). This suggests the downward trend in and the reality for those receiving services from the CMHTs studied.
Nature of vocational activity:
The jobs held by people in paid work included all categories of the SOC10 typology (Office for National Statistics 2010).
Although nearly half the people doing paid work in our cohort had basic school-leaving or no qualifications, less than a third were employed in jobs have found that having a diagnosis other than schizophrenia is associated with better work outcomes. We found more specifically that a diagnosis of bipolar disorder was associated with being in paid work. This is notable on two counts: first, because, although household surveys suggest that those with bipolar disorder have higher rates of work than those with schizophrenia in our study between those in paid and unpaid vocational activity was whether they had ever worked and had sustained paid work for at least a year. This may reflect both the importance for finding work of being able to demonstrate previous employment and the effect of previous work experience on people's vocational aspirations.
Limitations
Three limitations to this study can be identified. First, we relied on reports from mental health professionals, directly and via electronic records. This enabled us to obtain data on almost the entire population of service users in two large catchment areas. However, the absence of any self-report data may have led to some types of work such as undeclared work not being reported.
Second, the data were gathered six months retrospectively. This led to service users who were discharged from or admitted to the service in the period between the study baseline and data collection dates being excluded from the sample, reducing its representativeness of all CMHT service users.
As with any retrospective data, possible confounding factors may not have been accounted for.
Third, the results from this study reflect vocational activity among mental health service users in two diverse, inner-city London boroughs with high levels of deprivation alongside some areas of extreme wealth: their generalisability across the UK is unknown.
Research implications
Lack of confidence in their ability to find or sustain work and benefits-related Work. An in-depth understanding is required of service users' and clinicians' knowledge and beliefs regarding welfare arrangements for incapacity-related benefits, to help identify the most pertinent real and perceived welfare-related barriers to employment for mental health service users and inform efforts to mitigate these barriers. Evaluation of the impact for people with severe and enduring mental health problems of changes to welfare benefits systems and schemes to reduce welfare-related barriers to employment are also required.
Implications for policy and practice
Our study found very low rates of employment and vocational activity among The low-take up of Permitted Work and low employment rates in our study suggest disincentives to paid work in the UK welfare system may remain substantial despite current initiatives to mitigate them. Seebohm and Scott (2004) provide a set of recommendations which remain pertinent for how financial disincentives to paid work could be reduced by raising earnings thresholds and reducing the impact of earnings on secondary benefits. There is a need to monitor the effect of tax and welfare policies for people with severe mental health problems, if the government's stated aims of increasing access to employment for people with mental health problems and reducing costs associated with low productivity are to be met (DH 2011).
In addition to a focus on paid work, for those who are unable or unwilling to find competitive employment, there is a need for mental health services to help increase awareness of and access to a wider range of unpaid vocational activity than is currently available, which can meet people's skills and interests.
In the UK, CMHTs have been guided to do this by the government (DH 2006) and help finding rewarding unpaid work or study may be especially important in a time of economic hardship when paid work is harder to achieve.
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